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ABSTRACT
The objective of this study was to examine attitudes

toward borderline personality among mental health
professionals. Utilizing a post-positivism qualitative
study design, the researcher gathered data by performing

in-depth interviews with eight mental health

professionals. An interview guide designed by the

researcher served as the data collection instrument. It
consisted of nineteen open-ended questions that allowed

the interviewees to discover their personal feelings and

values related to working with this population. To
analyze the data the researcher looked for patterns,
themes or meanings that emerged from the interviews. The
data was organized into categories developed following an
open coding format. Although the findings indicated the

presence of negative attitudes among mental health
professionals, they did not support the implication that

they reduced the effectiveness of treatment of this

population.

iii

ACKNOWLEDGEMENTS

I would like to acknowledge and thank Dr. Teresa

Morris for her support and guidance as my academic
advisor for this research project. Completion of this

study would not have been possible without her direction
and help with organizing and analyzing qualitative data.
I would also like to thank the therapists who gave of

their valuable time to share with me their expertise and

knowledge that was so pertinent in gaining the
information necessary to conduct this research project.
Additionally, I would like to acknowledge the faculty

members at California State University, San Bernardino,
who share in developing the skills of students working

toward becoming a Master of Social Work.. Finally, I would
like to thank those in my cohort who were always

supportive and willingly shared input and insight in

relation to this endeavor.

iv

DEDICATION

I dedicate this research project to my husband,

Tony. I am grateful for your love, patience, and the many
sacrifices you endured to help me reach this goal. Many

times you were my strength when I was too tired to care.
You kept me focused and I will forever remember your

dedication and devotion. Thank you for taking this
journey with me, I share this degree with you.
I also have un-ending thankfulness for my daughter
Sara, my son-in-law Jerry and my beautiful

granddaughters, Dana and Abbi whose love and support made

it possible for me to finish my dream. They provided food
and shelter as I negotiated the long distance between
home and school. Special thanks to Dana for daily sharing

your bathroom and Abbigail for giving up your bed to

grandma.
Deep gratitude goes to my parents for their

unconditional love and emotional support. They never once
questioned my resolve to go back to school at this late
age; instead they commended me on my dedication making me

ever more committed. My deepest love and appreciation to
all of you.

TABLE OF CONTENTS

ABSTRACT............................................

iii

ACKNOWLEDGEMENTS ....................................

iv

LIST OF TABLES....................................... viii
LIST OF FIGURES.....................................

ix

CHAPTER ONE: INTRODUCTION
Problem Statement ..............................

1

Purpose of the Study...........................

4

Significance of the Project for Social Work ....

9

CHAPTER TWO: LITERATURE REVIEW
Origins of Attitudes ...........................

12

Core Features..................................
r
Clinical Training for Treatment of
Borderline Personality Disorder ................

13

14

Developing Interventions for Borderline
Personality Disorder ...........................

16

Alleviating Stress by Setting Boundaries .......

18

Dealing with Counter Transference Issues .......

22

Lack of Self Care and Negative Attitude........

22

Summary........................................

23

CHAPTER THREE: METHODS

Introduction......................

25

Study Design...................................

25

Sampling.......................................

27

Data Collection and Instruments ................

29

v

Procedures.....................................

35

Protection of Human Subjects ...................

36

Data Analysis..................................

38

Summary........................................

41

CHAPTER FOUR: RESULTS

Introduction ...................................

42

Presentation of the Findings......

42

Open Coding.................................. 44

Training..................................

44

Clinician's Perspective ...................

47

Diagnosis.................................

49

Interventions .............................

52

Counter Transference ......................

54

Axial Coding..............................

56

Summary........................................

61

CHAPTER FIVE: DISCUSSION

Introduction ...................................

63

Discussion..............

63

Implications for Advanced Training .............

64

Implications Regarding Clinician's
Perspectives.............. .....................

65

Implications of Diagnosis .....................

66

Implications of Intervention ..................

67

Implications of Counter Transference ..........

68

vi

Limitations ............................

70

Recommendations for Social Work Practice,
Policy and Research............................

71

Conclusions....................................

71

APPENDIX A: DATA COLLECTION INSTRUMENT ..............

73

APPENDIX B: INFORMED CONSENT ........................

76

APPENDIX C: DEBRIEFING STATEMENT ....................

78

APPENDIX D: DEMOGRAPHICS ............................

80

REFERENCES..........................................

82

vii

LIST OF TABLES
Table 1. Participant Demographics ...................

viii

29

LIST OF FIGURES
Figure 1. Example of Axial Coding ...................

40

Figure 2. Connection between Open Codes and Axial
Codes.....................................

61

ix

CHAPTER ONE
INTRODUCTION

This Chapter investigates the negative attitude that
many mental health professionals exhibit towards clients
that are struggling with and suffering from. Borderline

Personality Disorder. As professionals in the mental

health field, Social Workers encounter many individuals
whose quality of life is impacted by serious mental
illness. In keeping with the Social Work Code of Ethics,

it is imperative that attitudes toward borderline

personality disorder or any other mental illness
exemplify the1 professional commitment to empower
individuals .

Problem Statement

Borderline Personality Disorder (BPD) is one of nine
specific types of personality disorders found in the
Diagnostic and Statistical Manual of Mental Health

Disorders (DSM IV-TR)

(APA, 1994). The DSM IV-TR embodies

the current standard of criterion necessary to diagnose

mental health disorders. Characterized by pervasive and
destructive personality traits, borderline personality

disorder is a serious mental health disorder (Skodol,
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Gunderson, Pfohl, Widiger, Livesley, and Siever, 2007).

Clients with BPD manifest an inordinate amount of
instability in their capacity to regulate their emotions,
build productive loving interpersonal relationships,
establish positive self-concept, and control impulsivity
issues (Kiehn & Swales, 2004). Although most individuals

exhibit some negative personality traits, for the

majority of society these traits do not cause significant

impairment in social functioning or interpersonal
relationships. Conversely, the characterological features

that are symptomatic of persons diagnosed as borderline
cause them to experience severe impairments in their

lives to the extent they require therapeutic
intervention.
Borderline personality disorder was misunderstood

for many years; the name itself, coined by Adolf Stern

(1938), derives from the idea that patients presenting

with "these" symptoms were on the border between

in-patient psychosis and out-patient neurosis.
Individuals displaying such symptoms were

institutionalized in the 1940s and early 1950s, because

clinicians and psychiatrists attributed their behavior to
schizophrenia or some subtype of schizophrenia (Kernberg,
2

1967). However the decades following the 1950s saw a
flourish of research done on patients exhibiting specific
patterns of behavioural symptoms, these traits later

became identified as borderline personality disorder
(Kernberg, 1967). Researchers noticed reoccurring
patterns, reported as general symptoms, surfacing as
clusters of symptoms in many individuals which prompted

further research. There became a drive to define and

categorically establish a diagnosis of this symptomology
which became known as borderline personality disorder,

(BPD)

(Gunderson, 2005).

BPD affects almost 2% of the general population
(Torgersen et al., 2001). However, among the clinical

population, statistics indicate that 10% of out-patient
and 20% of in-patient clients are diagnosed with BPD.

Additionally individuals diagnosed as borderline

experience a mortality rate due to suicide of 10%, which
is 50% higher than other Axis I or Axis II disorders

(Torgersen et al., 2001). Utilizing the Multiaxial
Assessment method of diagnosis, clinicians record

personality disorders on Axis II. The purpose of this
practice, according to the DSM, ensures that features

symptomatic of personality disorders are not overlooked
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under the purview of the more commonly occurring Axis I
disorders such as mood disorders, or anxiety disorders
(APA, 2005).
Purpose of the Study

The primary focus of this study is to explore the

underlying reasons for the negative attitudes that mental
health professionals harbor toward clients diagnosed with

borderline personality disorder. Of main concern is a
problem that involves a lack of desire on the part of
clinicians to treat individuals with an Axis II
diagnosis, specifically Borderline Personality Disorder

(Bergman & Eckerdal, 2000). Much of this attitude can be

attributed to the fact that clients presenting with
symptoms of BPD exhibit extremely destructive personality
characteristics that cause others to distance themselves

(Aviram, Brodsky, & Stanley, 2006).
Linehan (1993) talked about emotional invalidation,
a parenting style characterized by pervasive criticism or

indifference regarding affective experiences by the
child, as the foundation of emotional dysregulation.

Likewise, recent studies suggest a connection between

this form of parental trivialization of a child's
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feelings and their future interpersonal relationships

(Selby, Braithwaite, Joiner, & Fincham, 2008) . Further
research finds a strong correlation between BPD and

attachment theory; based on early childhood events, an

individual gains insight into his or her identity and
subsequently establishes behavioral patterns from the

significant people in his or her life, usually the

parents (Critchfield, Levy, Clarkin, & Kernberg, 2008).
Emotional dysregulation, or the inability for the
individual to regulate his or her emotions is the most
common and devastating symptom experienced by those
diagnosed with BPD.

Consequently this lack of ability to respond

appropriately to emotional stimuli leads to unstable
interpersonal relationships distinguished by a

vacillation between intense sensations of idealization
and devaluation (APA, 2005). Effective treatment plans

are crucial to teaching patients to cope with these
powerful emotions; otherwise we can expect as an outcome

to see features of BPD passed on generationally, whether

by genetic component or role modeling (Davison, 2002).
Clinicians shy away from working with borderlines
for many reasons. Norman (1998) states, "The BPD
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individual is not an easy client. It is not uncommon for

counselors to dislike and even actively seek to avoid
such clients". Linehan (1993) corroborates this statement

by acknowledging that even experienced therapists have

great difficulty working with borderlines because their
symptoms keep them in a state of constant crisis which
becomes arduous to deal with. Borderlines represent the

greatest challenge as a client group because the majority
of their basic activities of daily living are impacted by
their symptoms (Davison, 2002) . Indeed, the most frequent
response given by clinicians when asked if BPD clients

are harder to work with is an emphatic yes’ They give the

following reasons: they are exhausting, they are
manipulative, they are demanding, they are drama, and the

list goes on. Although all alliances between clinician
and client are affected by a client's symptomology, with

BPD the symptoms are all-encompassing affecting every

aspect of the therapeutic relationship from treatment
compliance, to utilizing learned coping skills to

refraining from succumbing to high-risk behaviours
(Davison, 2002). A borderline's enduring pattern of

self-harm and/or suicide ideation and attempts frequently
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cause clinicians to despair or even fear having a BPD

client (Markowitz, Bleiberg, Pessin, & Skodol, 2007).
Other features of BPD which makes them extremely

difficult to work with and difficult to keep in therapy
involve counter-transference issues (Saper & Lake III,
2002). The high emotionality of the BPD client can

trigger the therapist to experience intense feelings of
regard, sympathy and attachment. Often times the BPD

patient can be captivating in an alluring manner,

creating a bond between them and the therapist; this
strong attachment can cause the therapist to falter when

it comes to respecting his or her own boundaries (Saper &
Lake III, 2002). The therapist needs to recognize the

behavior as the pathology, not take it personally and to

acknowledge the negative feelings it can dredge up for

them personally (Saper & Lake III, 2002) . A skilled
therapist will find that using counter transference as a
tool has the ability to strengthen the occurrence of

cathartic disclosure by the patient (Saper & Lake III,

2002). Conversely, while it may increase the therapeutic
process on some fronts, there is also the potential that
it will cause the BPD client to regress into using

defense mechanisms to protect their fragile psyche.
7

Splitting, is a defense mechanism and another
behavior borderline patients chronically engage in.

Characterized as the inability to integrate good and bad

images of self and others splitting creates instability
in interpersonal relationships

(Siegel, 2006).

Oscillating between viewing others as either all good or
all bad distances those socially involved with the

borderline person. Consequently this behavior erodes the

therapeutic relationship as well because even the
therapist becomes a victim of splitting (Gould, Prentiss,
& Ainslie, 1996). Splitting contributes to the mental
health professional's poor attitude toward treating
borderlines. BPD clients also split with themselves going

back and forth between devaluation and idealization. This
creates inner turmoil and pain, in fact much of their

uncooperative nature can be traced back to these feeling
of total inadequacy as a person (Aviram, Brodsky, &
Stanley, 2006). It leaves them feeling powerless and
defensive. With limited coping and communication skills

it is easy to understand why the cycle is repeated and

perpetuated.
One of the most constraining policies in working

with BPD patients is a move among insurance companies,
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whether private or public payers, toward a theoretical

approach known as brief therapy (Hopwood, 2006). Although

controversy exists now over the therapeutic value of
classic Freudian long-term psychotherapy, it still
remains that because borderlines need to be retrained in

their perceptions, their cognitions and their

reaction/responses, that a treatment plan which proves to
have a long lasting effect with low recidivism will of
necessity take considerably more time than working with

other less pervasive diagnoses (Hopwood, 2006). Training
clients to learn and utilize coping skills proves to be a
crucial tactic in their ability to regulate their
emotions (McMain & Korman, 2001). This requires time to

learn, observe and evaluate the efficacy of each new
skill. It is estimated with Dialectical Behavioral
Therapy (DBT) that a common time-limit for work with a
borderline is fifty weeks (McMain & Korman, 2001).

Clinicians however report that treating clients with BPD
often lasts much longer, at least two to three years.

Significance of the Project for Social Work

Similar to doctors who take a Hippocratic Oath,
Social Workers subscribe to a Code of Ethics established
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by the National Association of Social Workers (NASW).

These ethics confirm that as mental health professionals

social workers have a commitment to help the impoverished
and downtrodden (Preamble, NASW Code of Ethics). People

suffering with borderline personality disorder are
certainly among that population and the illness affects
not only the quality of their lives but the lives, of

their loved ones as well (Aviram, Brodsky, & Stanley,
2006).

Personality disorders prove to be important
statistical predictors of the quality of life; even more

important than sociodemographic variables, somatic health
and Axis I disorders (Torgersen, Kringlen, & Cramer,

2001).. Individuals living with borderline personality
disorder are representative of a broad category of

persons who suffer with a reduced quality of life. Social
Workers have a unique responsibility "to enhance the
human wellbeing... of all people" (Preamble, NASW Code of

Ethics).

Although research is sparse documenting the fact

that mental health professionals harbor negative

attitudes toward borderline personality disorder, these
attitudes exist. For the borderline patient the reality
10

that these attitudes exist among the professionals who
have sworn to help them continue the rejection of

emotional invalidation they experienced as a child and
that traps them in a dysfunctional life cycle. This study

proposes to look at the underlying reasons behind the
negative attitudes held by mental health professionals;
specifically addressing training, interventions, counter

transference issues and self care among therapists.
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CHAPTER TWO

LITERATURE REVIEW
The purpose of chapter two is to look at the

literature surrounding Borderline Personality Disorder
and to determine if these negative attitudes contribute

to a deficiency in the system of care involved in the

treatment of BPD. This chapter will more closely examine
the factors that contribute to those attitudes and what

steps can be taken to lower the occurrence of these
harmful attitudes.

Origins of Attitudes

Since the defining of Borderline Personality
Disorder (BPD) in the DSM-III based on studies by

Gunderson and Singer, 1975, clients presenting with BPD

have been classified as difficult to treat (Skodol et

al., 2007). Research has documented this bias and many of
the mental health professionals treating BPD further

attest to the difficulty of treating the borderline

patient (Hall, 2005) .
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Core Features
Individuals diagnosed as BPD face an extremely
disruptive lifestyle as they struggle with a

multidimensional illness that includes emotional
dysregulation, impulse control difficulties, and an

inability to self-soothe leading to increased attempts to

self-harm through parasuicidal and suicidal tendencies
(Aviram, Brodsky, & Stanley, 2006). Additionally, persons
with BPD are frequently diagnosed with Axis I disorders

as well (Akiskal et al., 1983; Gunderson & Elliot 1985;
Gunderson & Phillips 1991). Current research documents

this comorbidity (Critchfield, Levy, & Clarkin, 2007). In
fact, according to Davis,

(2002), the studies indicate

that BPD is commonly detected as the result of a client's

attempt to find relief for some emotional pain that is
related to other problems. These are generally identified
as Axis I disorders, i.e., depression, anxiety or social

phobias (Skodol, Gunderson, Pfohl, Widiger, Livesley, &
Siever, 2008). This co-occurrence greatly increases the

complexity of the symptoms BPD patients' experience, and

decreases the likelihood of positive therapeutic
outcomes. This feature contributes to increased stress
among clinicians treating BPD who describe their clients
13

as challenging, manipulative and demanding (Dingfelder,

2004) .
Treating BPD is often considered the most taxing

therapeutic relationships that a clinician can have. It
involves devising a treatment goal that is flexible yet
displays firm boundaries. The clinical skills required to

work with BPD patients are unlike those necessary to work
with other Axis I disorders (Davison, 2002) . Working with

borderline patients requires specialized training that is
not covered during the course of formal education

(Linehan, 1993). It is at this juncture that the

importance of training needs to be addressed.
Clinical Training for Treatment of
Borderline Personality Disorder

Because of the complexity of working with BPD, many

clinicians regard the treatment as a specialty for which
they have no specific training or skill level. This
brings up the question; why would a therapist consider

taking the borderline client if they have not had
specialized training? However, during the clinical

assessment a therapist defers to the patient regarding
what help they are seeking from therapy? The client,
seeking help with the depression or anxiety they are
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experiencing, relates this to the therapist. After three
or four counseling sessions with that patient, the

realization occurs that the depression, anxiety, or other
symptoms actually point to an underlying diagnosis of BPD
(Davison, 2002).

Among the reasons that validate the need for

specialized training is that therapists involved in
treatment of BPD can expect to experience periods of
intense emotional upset, placing huge demands on their
own disposition (Aviram, Brodsky, & Stanley, 2006). One

of the critical judgments a mental health professional

makes at this point is to not confuse the "nature of the
pathology" with the "nature of the individual" (Aviram,
Brodsky, & Stanley, 2006).
Training also leads to developing effective coping

skills, crucial to maintaining a healthy viewpoint of the

person and recognizing the symptomology as the illness
and not the person. Failure to do so creates a
stigmatization of the patient which depicts him or her in

a negative aspect, and devaluing him or her as a person
(Goffman as. cited in Aviram, Brodsky, & Stanley, 2006) .
Often the labile affect that makes BPD patients so

hard to work with are triggered during interpersonal
15

reflections. Here again the importance of training for
the clinician makes the difference between his or her

ability to competently work with the client. In the

absence of this competence negativity arises. Training
increases the professional's ability to gain personal
insight into the individual, aside from the BPD (Linehan,

.1993). Through listening to the client relate his
personal history of relationships with family, loved
ones, friends, authorities and colleagues the clinician
will see patterns of behavior emerge that have been

developed throughout the life span of the patient.

Developing Interventions for Borderline
Personality Disorder
Drawing upon their own strengths in managing their
personal relationships a clinician can develop a
treatment framework enveloping coping skills that
facilitates growth and progress for the individual

(Davison, 2002).
One way of deriving a valid treatment plan is by

undertaking a functional assessment. This is no less than
making a list of pertinent areas of abnormal application
of the clients' personality characteristics in relation

to an individual situation (Avrim, Brodsky & Stanley,
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2002). The subsequent functional disability caused by

these actions is then explored logically and a management

plan is devised that counters the behaviors (Gunn, 1993).
The underpinning success of this practice is based on the

theoretical approach that the therapist uses in
addressing the dysfunction.

Early in the 1990s a new therapy based on the

biosocial theory of development of BPD emerged that shed
new light on treatment of BPD (Kiehn & Swales, 2004).

Dialectical Behaviour Therapy (DBT), developed by Marsha
Linehan is grounded in classical philosophy (Kiehn &

Swales, 2004). The basis of the therapy is as the name
suggests "dialectical" where "an assertion is made about

a particular issue (the 'thesis'), the opposing position

is then formulated (the 'antithesis') and finally a
'synthesis' is sought between the two extremes" (Kiehn &

Swales, 2004). Within the scope of Systems Theory,
Dialectical Behavioral Therapy is one of the most

successful approaches to working with the borderline
client (Kiehn & Swales, 2004).
It is critical to acknowledge and define the thought
pattern or behaviour in terms that the client can see and

understand it as a function of self-reflection. Once
17

acknowledged, these thoughts or actions can be challenged

with adaptive alternatives. This practice promotes
success with measureable outcomes (Kiehn & Swales, 2004) .

It also teaches a client to develop cognitive skills they
can utilize to counter negative thought patterns. The

client must recognize the interaction between thoughts,
behaviours and consequences.
Presented as a coping skill DBT is an intervention

used by the therapist that puts the solution into the
hands of the patient, making them ultimately responsible
for their thoughts and actions. As a learning process it

is difficult at first for the clinician to direct the

patient to think in these terms, but teaching the client
to evaluate their cognitive thought processes is the key

(Linehan, 1993) .

Alleviating Stress by Setting Boundaries
Interventions and coping skills are the tools of the

trade in therapy. Learning to set firm boundaries, and
enforce them is the best tool that the therapist has in

his or her toolbox when working with the borderline

patient. Because of the difficulty the symptoms of
borderline cause in activities of daily living, BPD
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patients are prone to be problematic in therapy. Part of

setting boundaries with a patient involves making him or
her responsible for observing those boundaries. Making a

commitment to abide by the established boundaries can be
the difference between a negative or positive attitude

held by the therapist.
Borderlines have a tendency to quit therapy
utilizing primitive defense mechanisms of splitting and

projection toward the therapist and blaming them for
their inability to stabilize their emotions. One boundary
that addresses quitting is getting the patient to commit

to a number of months of therapy. Whether it is six,
eight or twelve months, reminding the client of this

commitment enforces the boundary set by the therapist.
Not establishing a boundary coupled with their failure to

respond to the therapeutic effort translates into
demanding and manipulative behavior. Resultantly, their

actions place considerable strain on the emotional

resources of the therapist (Linehan, 1993a). It is this
stress that causes clinicians to react with negativity

toward BPD. However, understanding where the client comes
from helps the therapist to reframe their dysfunctional

responses; thus allowing them to alleviate the stress
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that creates the tension in the therapeutic relationship

(Kiehn & Swales, 2004).

One pattern of behaviour that repeats often among
BPD is referred to as 'active passivity' and 'apparent

competence' . These behaviors are at opposite poles within

the characteristic traits of the BPD. On one hand, we see
the individual expending tremendous energy (a showing of
activity) in finding other people to solve their problem,

yet at the same time they exhibit extreme passivity in

relation to solving simple problems they are competent to
handle (Kiehn & Swales, 2004). Even though they give the

indication they are competent to solve for many
situations, often their skills do not cross the

boundaries of different tasks. This leads to and creates

mood swings which is a typical feature associated with
BPD (Linehan, 1993a). It is during this downswing of mood
that the BPD turns to a pattern of high risk behaviors

including self harm such as self-mutilation and suicide

attempts, sex with many partners and/or impulsivity i.e.,
spending, and gambling. This is all in an effort of

coping with the increased stress of the situation. Again

setting specific boundaries regarding how these attempts
will be handled can empower the client.
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Of all the patterns of behaviours that cause the
clinician stress, the repeated attempts at suicide and
the parasuicidal actions create the most drain on the

therapeutic relationship (Fonagy, 2007). These actions,

suicidal and parasuicidal account for the high incidence

of in-patient treatment and hospitalization of BPD
(Fonagy, 2007). Patients diagnosed as BPD are among the

highest consumers of psychiatric treatment services with

a lifetime average of 50 months of outpatient treatment

in individual therapy. They also ranked highest among-

patients who were hospitalized for mental health problems
and residential treatment facilities (Torgersen,
Kringlen, & Cramer, 2001).

Patients with BPD are resistant to treatment in the
beginning, it is a long road to remission and the many
obstacles faced by BPD considerably lengthen the journey.

DBT, because it specifically targets a patient's

insufficiency in interpersonal relationships has been
remarkably successful in reducing parasuicidal behaviors

(Linehan et al., 1991, 1994). Consequently patients are

more able to stay with their treatment plan and move

forward in addressing other dysfunctional issues.
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Dealing with Counter Transference Issues
One of the most disconcerting problems that occurs

between therapist and client in the treatment of BPD is
the issue of counter transference. Sometimes counter

transference relates to all the feelings the clinician

experiences toward the patient, to the extreme where the

therapist actually feels the intensity of suffering of
the client. There have been cases where the clinician

essentially experienced the same level of neurosis or
psychosis that the patient felt (McMain, Korman, &
Dimmett, 2001). It is pre-determining a dialectical

formulation that can equalize this incidence of counter
transference. It requires the full recognition of the

therapist and conscientious involvement of the patient's
cognitive reframing of a situation.
Lack of Self Care and Negative Attitude
Most clinicians spend their days listening to and

helping others search for solutions to problems that

impact the life of the client, daily (Daw & Joseph,
2007). Because of characterological traits displayed by
borderline patients, such as splitting, counter
transference and projection, dealing with these patients

22

is much more difficult and seems to leach the life out of
the therapist. Preventing this from occurring involves

taking pro-active measures to renew the emotional state
of the therapist (Daw & Joseph, 2007).
Summary
Although some valid reasons for developing negative

attitudes toward BPD exist, after reviewing the

literature there are definite pathways a clinician can
take to protect against creating an invalidating

environment that perpetuates the problem (Linehan,

1993a). One of the most touted among the literature is
the impact of effective training. Specialized training

coupled with coping skills such as setting boundaries and

practicing self care can be the difference in the course
of developing a positive or negative attitude. This is
entirely in the hands of the therapist. Many clinicians
seek self care in the embodiment of a personal therapist

(Daw & Joseph, 2007). This contributes to control of
issues of counter transference and an over accumulation

of stress (McMain, Korman, & Dimmett, 2001). Through the

objective eye of another therapist many times the issues

that are arising are simply a matter of cognitive
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acknowledgement. Utilization of self care principles
plays a role in the clinician's ability to remain

objective and to not personalize the passive/aggressive
actions of their clients. It also creates a learning

experience for the client as they come to recognize that

to be validated they must accept responsibility for their

thoughts and behaviors as well as their words.
The complexity of treating BPD patients requires

more research. The recidivism rate" is high among
patients, with return to suicidal and parasuicidal
attempts ear marking the need for additional studies
(Krawitz, Jackson, Allen, Connell, Argyle, Bensemann, &

Mileshkin, 2004).
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CHAPTER THREE

METHODS
Introduction

This chapter describes the research methods used to
investigate attitudes among Mental Health Professionals

toward Borderline Personality Disorder. Additionally,
this chapter clarifies the specific procedures utilized

in conducting this study, including study design,

sampling techniques, the methods of data collection and
the instrument used, as well as an explanation regarding

the process of data analysis. Furthermore, this chapter

discusses the measures taken to ascertain confidentiality

of those individuals who were research participants.
Study Design
The purpose of this research project was to
determine if mental health professionals actually harbor
or exhibit an attitude toward borderline personality

disorder (BPD). Utilizing a post-positivism paradigm as
the study design offers the best approach to exploration

of this question, Morris (2006). Post-positivism design
is qualitative rather than quantitative; data is gathered

as a result of interviews, and observations (Morris,
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2006). By nature, it employs inductive reasoning in an

attempt to understand the objective truths of a social
phenomenon, asking the nonspecific research question,

'What is occurring in this situation'

(Morris, 2006).

This researcher viewed the post-positivist paradigm as
the most appropriate design for this study because the

data would come directly from interviewing those

individuals in question, namely mental health
professionals and the aim of the study was to build a

theory of practitioners' attitudes toward borderline

personality disorder.
One advantage of utilizing a qualitative approach

lies in the ability of the interviewer to garner an
in-depth knowledge of the research question by examining
the values held by the research participants. In order to

assess the reality of this question of attitude,
participants were asked a set of open-ended questions in

a face-to-face interview setting. This’strategy opened up
the opportunity for the participants to evaluate their

personal attitude through discourse with the interviewer.
The researcher enabled this to occur by carefully

designing essential and probing questions. However, to
avoid researcher bias it was imperative that the
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interviewer stayed aware of this potential for bias and

therefore made certain that questions that were asked in
an attempt to clarify participant statements were not

leading the interview in a specific, but unintended
direction.

Sampling
According to Morris (2006) a key factor in choosing
the participant sample lies in recognizing the unit of

analysis being researched. For this research project that

unit of analysis was mental health professionals in
general. The goal then of this researcher was two-fold;

first to determine whether or not mental health
professionals do, in fact have an attitude toward

borderline patients, and secondly to develop an

understanding of why this occurs. To obtain these
results, this study relied on data which was gathered

using purposive sampling. Purposive sampling denotes a

method of choosing those participants who have

'particular experience of the stated social phenomenon'
Patton as cited by Morris (2006). Furthermore, utilizing
"Intensity Sampling" as identified by Patton and cited by
Morris (2006), this researcher chose mental health
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professionals familiar with the social phenomenon being
explored and based on their occupational knowledge from

working with BPD. These participants were therefore able
to impart a rich understanding of and a complete picture

surrounding the crux of the study. Due to the limited

time constraint the sample size was small, with only 8
professionals agreeing to interview within the specified
timeframe. All subjects participated on a voluntary

basis. Each participant received a $15 gift card to a
local coffee shop. This was offered as an incentive as
well as a token of appreciation for their time and shared
knowledge.

Additionally, in order to establish an overview of
the study participants, this researcher gathered
demographic information as well. This information was
gender, level of professional degree, number of years in
professional practice, practice setting, and whether or

not the participants kept their malpractice insurance

current. The information obtained portrayed an

unambiguous depiction of clinicians who work with BPD.
Demographic results are depicted in Table 1 below.
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Table 1. Participant Demographics

MALE
4

N = 8
Level of Education

FEMALE
4

1

LMFT

2

LCSW
Psychiatrist
Psychologist

Psy.D.

Ph. D.

1

1

MFT

1

1

MSW

1

Years in Practice
1

Less than 5 years
5 to 10 years

1

1

10 to 15 years

1

1

2

1

Private Setting

2

2

County Mental Health

2

2

Current

2

3

Not Current

2

1

15 to 20 years
Greater than 20 years
Practice Setting

Mal-practice Ins.

Data Collection and Instruments

Data was gathered using an instrument developed by
the researcher,

(see appendix A). The instrument, an
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interview guide, consisted of 19 questions. The questions

were designed to serve a two-fold purpose; a. to reveal

respondents attitudes and feelings when working with BPD
clients and b. to determine if a general consensus exists

among therapists regarding treatment of BPD. All
participants gave permission to be audio-taped during the

interviews, this allowed the researcher to obtain richer
and more complete data.
The interview was conducted much the same way as

assessment with a client,, with particular attention paid

to developing a level of comfort with the interviewee.
Beginning with an engagement phase, the researcher
conducted face to face interviews with 8 licensed

therapists holding a variety of degrees. Each interview
lasted between 30 to 45 minutes during which the
researcher utilized specific types of questions designed

to elicit the most comprehensive data, Berg as cited by
Morris (2006). All questions were open-ended in an

attempt to encourage the participant to expound upon

their personal experiences and explore their feelings in ■

regards to treating BPD. Not every interview explored the

same questions, due to the fact that a particular
question sometimes induced within the subject emotions
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they desired to explore/expound to a greater extent than
another question.
The four basic types of questions include;

1) "essential questions" or those that addressed the
general research issue; 2) "extra questions" similar to

the first but designed to check for consistency between

responses; 3) "throw away questions" intended to‘

facilitate rapport, focus, or to calm things down if the
topic is sensitive in nature for the interviewee; and
4) "probing questions" intentionally asked in order to
influence the subject to elaborate on their response

(Morris, 2006).
For example questions 1, 2, and 3 specifically

relate to the clinicians therapeutic knowledge and
training and are considered essential questions. They

were asked with the intention of obtaining information

pertaining to the amount and specificity of training the
clinician had for treating BPD clients. Questions 4 and 5
are examples of "throw away questions". They asked the

clinician to ascertain the number of clients with BPD

they would treat at any given time and what percentage of
his or her practice that represented.
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Questions 6 again represented an essential question,

planned with the intent to capture information pertaining
to the particular instruments or method of assessment the

therapists currently use to diagnose BPD clients.
Question 6 states "How do you determine a diagnosis of

BPD?" Question 7 represented an extra question and asked,
"Would this method vary from client to client depending

on his/her presentation or perhaps his/her age?" Question

8 sought information regarding the practice of
consultation with other professionals in determining a

diagnosis of BPD, this was designed to be a probing
question involving a specific method of working with and
handling the emotionality of BPD.
Questions 9 and 10, essential questions, were

formulated for the purpose of determining what behavioral
patterns the clinicians see in BPD clients. Moreover the

researcher was interested in learning if any patterns
were emerging between behavioral attributes of the

clients and the attitudes of the clinicians. For example,

question 9 inquires what are the five most distinguishing

behaviors you feel characterize clients with BPD. This is

followed with question 10 that asks the interviewee to
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describe which of the behaviors they noted exacted the
greatest effect on how they feel about treating BPD.
Questions 11, an essential question asks what

theoretical orientation the clinician uses in general.
Question 12, a probing question asks the clinician if

this applies to all clients regardless of which Axis the
diagnosis falls on. Similarly question 13 would be an
extra question and specifically elicits information

regarding therapeutic interventions the clinician uses
when treating BPD clients. As well the researcher asked
for further clarification pertaining to what the

clinician feels is the most effective and least effective
treatment plan. These questions are intended to help the
researcher ascertain any patterns emerging from the raw
data that show similarities between the attitudes of

those therapists who treat BPD.

Questions 14, 15, 16, and 17 sought to gain insight

into the clinician's attitude toward and about working
with BPD. The aim here was to discover if the mere

mention of borderline personality disorder dredged up
emotions in the therapist that led to the development of
an attitude. Examples of these questions include: Do you

feel that BPD clients are more challenging to work with
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as compared to patients that have an Axis I or another
Axis II diagnosis? As a therapist how do you feel working

with BPD clients affects you? Generally, how long do you

feel that a client diagnosed with BPD requires treatment?
Has there ever been a time when you chose to discontinue

treatment of a client with BPD, and if so why? These
questions, asked later in the interview often caused the

participant to be introspective. It served the function
of increasing their awareness of their personal attitudes

toward borderline personality disorder.
Question 18, a throw away question, was asked

seeking information regarding whether the clinician felt
that character traits displayed by the client with BPD
were due to a lack of respect toward others particularly

their therapists. The final question, number 19 was
designed to find out if the therapists felt there were

rewards related to treating BPD clients. This researcher

felt this was a key factor in whether or not the

clinician being interviewed had developed an attitude

toward BPD.
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Procedures
To recruit participants, a flyer was posted in the

offices of various therapists, county clinics and

hospitals in San Bernardino and Kern counties. The
researcher distributed approximately 20 flyers. In

addition flyers were given directly to therapists known

to this researcher. Therapists desiring to respond to the

request for interviews were given the contact information
of the researcher and requested to make contact at their
convenience. As soon as a volunteer contacted the
researcher an interview time and place was scheduled.

Because the researcher was polling from two different
counties, the interviews took place in different but

nonetheless confidential settings.

At the beginning of each meeting, the researcher
spent a few minutes clarifying the purpose of the study

in more detail. The participant was given an Informed
Consent document which was explained, see appendix B. The

consent form had a specific place to mark granting

permission to tape the interview, which was pointed out
by the researcher. Following the Informed Consent, each
participant was asked to fill out the demographic form,

appendix D, after which the interview began. All
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interviews were conducted face to face by the researcher.
Each interview lasted between 30 to 45 minutes and

utilized the open-ended question format previously
discussed. The pace of the interview was set by the

participant with the decision to provide additional

detail to any question at his or her own discretion. As
the interview concluded, the researcher asked if there

were any other questions that the participant might have

regarding the material discussed. A Debriefing Statement
(appendix C) was provided with appropriate contact

information in the event that the participant felt the

need to inquire about the study. Before leaving the
researcher thanked the participant for their time and for
sharing their views and knowledge.

Protection of Human Subjects
Each participant was given an informed consent

letter, explaining the voluntary nature of their

participation as well as their right to end the interview
at any time without consequence. At this time, the
researcher answered any questions the participant had
about the study or his or her confidentiality. The

consent form assured the participants of confidentiality
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for both them and their clients. Additionally, in regards,

to patient rights, the researcher verbally reminded the

participants to maintain the client's confidentiality.
After the informed consent was signed the interview
began. It took place in a private office behind closed

doors and all documents were concealed in unmarked
envelopes until the time they could be stored in a locked

file cabinet within the researcher's home.
All interviews were taped, with the express

permission of the respondents using an Olympus Digital
Voice Recorder, model number WS-321M. Subsequently the

audio-taped recordings were downloaded to the
researcher's personal computer as a data file. This
allowed accurate transcription of the interviews. After

transcription, the data file was copied to a CD ROM disk
and removed from the researcher's computer. All consent

forms were kept in a separate envelope from the
transcription files for purposes of maintaining
confidentiality.

Upon completion of the analysis, all materials
collected in connection with this research project were

placed in a locked file drawer in the researcher's home.

After three years all material will be destroyed
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utilizing appropriate destruction methods to maintain
confidentiality.

Data Analysis
The first step involved in analyzing the data

gathered was transcribing the audio-taped recordings of
the interviews and comparing the responses given by the

different participants. Using the "bottom-up" approach
for analyzing qualitative data begins with establishing
an open coding system. This procedure involves reviewing

the narratives from the in-depth interviews to identify

common notions that surfaced in the statements of all

interviewees. The researcher looks at these emerging

themes as psychological constructs. Such constructs are
then grouped into categories. One such construct that
might surface would be the classification of an

individual with borderline tendencies as a "difficult

patient" and after thorough examination of the different

narratives, many similar terms may arise as the

individual clinicians describe a borderline patient.
These terms might include a sense of demandingness,
manipulative, or exhausting. These terms make up the open
coding category, "difficult patient".
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Next the researcher looked for a similarity between
categories. Axial coding involves understanding the

dimensions of the categories and then linking those
dimensions. For example a mental health professional
might have a hardened attitude toward the borderline

patient whose status of "difficult" involves a
demandingness that precludes their adherence to the
boundaries set by the therapist. Set as a range of

emotions, at the other end is an attitude of a
willingness to help because the "difficult" patient has

learned that respecting the therapeutic boundaries
results in a more quality face time during therapy
sessions. Pictorially it might look like the following

figure.
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DIFFICULT PATIENT
A

NO RESPECT FOR
BOUNDARIES

> RESPECT FOR
BOUNDARIES

V
UNCOMPLICATED PATIENT

Figure 1. Example of Axial Coding

Recognizing the various dimensions as the data is
analyzed is critical to the next step which is selective

coding. It is at this point that the qualitative
researcher begins to develop a theory as a result of

taking a "bottom-up" approach to the researcher project.
Morris (2006) states that "selective coding is the

process of integrating and refining the categories and
their dimensions..." In analyzing the data gathered from
the participants it became evident to this researcher

that mental health professionals do have an attitude
toward borderline personality disorder. Most categories
defined in the open coding related to the behavioral

aspects of the BPD patient. Although the behaviors were
wide ranging depending on the individual therapist and
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the theoretical orientation they employed to deal with
the behaviors, they had a common element. These behaviors

led to the development of counter-transference issues for
the clinicians which subsequently led to the development

of an attitude for the mental health professional.

Summary
The current study was conducted to see if attitudes

toward borderline personality disorder exist among mental
health professionals. Findings were determined through
utilization of face to face, in-depth interviews with

mental health professionals. This chapter laid out the

methods used to gather this data. It included a
description of the study design, the type of sampling
utilized and the rationale for choosing this particular

type. Additionally, the data collection procedure and the
instrument used were discussed as well as the means

employed to protect the confidentiality of human
subjects. Finally, the data analysis methods were briefly

conveyed.
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CHAPTER FOUR
RESULTS
Introduction

This chapter describes the findings of this research
project. Qualitative data analysis was carried out on
data gathered from interviews with eight clinicians.

Analysis of the data collected was performed utilizing an
open-coding analysis technique. Categories were formed by

looking at key words that represented concepts and themes
which emerged as a result of the responses given by the

study participants. Examples of participant responses in
the form of direct quotes extracted from the interviews

have been used to demonstrate how the researcher arrived

at the open codes.

Presentation of the Findings

Data for this study was taken from audio-taped
interviews with eight clinicians. Study participants were

eager to share their knowledge with the researcher, often
explaining their answers in detail. The audio recordings
were transcribed word for word by the researcher. Each

transcribed interview yielded approximately five to seven
pages of narrative. The transcribed data was reviewed,
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analyzed and coded according to the open coding format

previously mentioned. Codes were developed by the
researcher that most closely represented the meaning the
participants attached to their statement; for example

Question #18 asks: Do you think clients with Borderline
Personality Disorder have less respect for people in

general?
One respondent offered this explanation; "I think

this [lack of respect] comes from the borderline
individual's tendency to use splitting, I mean one day
you are the greatest therapist in the world and the next

day you suck" (Participant 4). Another clinician

responded that they felt that what seemed like a lack of

respect was "actually a symptom of their [BPD]

characterological traits" (Participant 7), and they added

that "low self-esteem, a hallmark for BPD patients is
contributory to that symptomology" (Participant 7). A
third participant suggested the following, "because many

BPD patients have suffered years of trauma and sexual

abuse, this is actually a reaction of protection"
(Participant 2).
The above example demonstrates the open coding

process used in analyzing the data from this research
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project. The researcher chose to categorize these

statements under "Clinicians Perspective" because the
majority of respondents drew conclusions about the
symptomology of BPD from what they knew about the

population being studied.
Open Coding
Open coding is a representation of the researchers'
interpretation of the meaning of each of the statements

made by the interviewees. Most of the responses were very
complex and each participant had their own way of

relating to the questions based on their professional
experiences with individuals diagnosed with BPD. The
initial coding process revealed five major open codes.

Those five main categories are: 1) Training;
2) Clinician's Perspective; 3) Diagnosis;
4) Intervention; and 5) Counter Transference.
Training

Training was the first category this researcher

chose to explore because of the correlation that emerged

in the interviews between the attitude of the mental

health professional and the amount of specialized
training they had in working with borderline patients.
Furthermore, there were two types of training the
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researcher was interested in; a) formal training, which

is defined as the training participants received at the
time they received their education/degree, and

b) informal, which referred to training they received on
their own, post graduate. All of the following statements
were in answer to question number one regarding any
formal training the participants had received in dealing

with BPD. However, in the course of answering this

question, many participants reported on receiving
informal training. Question #1 asks: Have you ever had
any advanced training on treating borderline personality

disorder?

One respondent replied, "I did in my Doctorate
program; we had a class on Personality Disorders. I have

also taken separate training on recognizing and treating
BPD" (Participant 1). Another clinician responded,

"Never, I have thought about taking some courses on BPD
and the use of Dialectical Behavior Therapy, but I have

never made it to any training" (Participant 3). A third

participant described his training this way, "Yes I had

some in college and I have had a couple of seminars
through the county, like CEU type; two days of training,

so about sixteen hours" (Participant 5). Another
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interviewee said, "No. Not in school, but I have taken

some one day, CEU type training" (Participant 6).
Question number two also explores the issue of

receiving adequate formal training. Question #2 asks; Do
you feel that your training prepared you to work with and

treat clients with BPD? One participant had this to say

in response to this question.
I think my training in school did not! I feel

like I had to go out and get an awful lot on my
own through seminars and that sort of thing,

through supervision and consultation to really

work with those types of clients, I don't feel

like school prepared me at all for it [working<
with BPD].

(Participant 1)

Another participant responded to the question of
whether their formal education was adequate thusly,

No actually when I went through the Master's
program they really did not spend a lot of time

on diagnosis. Actually I think I really got
more training on this when I was an
undergraduate.

(Participant 8)
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A third respondent answered the question this way;

Immensely so, yes. I was very fortunate that
way, because my training was very
psychoanalytic in its orientation it was almost

entirely focused on individual treatment. We
didn't focus on family systems work, this was

the seventies. So we spent a lot of focus on

different levels of treatment, like neurotic,
borderline and psychotic level of

psychopathology.

(Participant 4)

Clinician's Perspective
Clinician's Perspective was the second major

category used in analyzing this research data. A working
definition of clinician's perspective is that it

represents the way a therapist views their ability to
interact with and influence the cognition of the person
they are treating. This category was chosen because
borderline personality disorder carries with it a huge
stigmatization of BPD clients as being difficult,

non-compliant and often untreatable .
For example the researcher categorized the following
responses to Question #14 as 'Clinician's Perspective'.
Do you feel that Borderline Personality clients are more
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challenging to work with as compared to patients that
have other Axis II or an Axis I diagnosis? Response

statements given in answer to that question include the
following:
I absolutely do feel like BPD is much more

challenging than Axis I. I wouldn't really say
more challenging than other Axis II. But yes I

would say more challenging than Axis I in

general.

(Participant 2)

Another participant responded by saying,

Yes because their pathology is

characterological. It is not like depression

where you can simply isolate thoughts and
intervene with coping skills i.e. journaling.
Many are in denial and it takes a lot of energy

to change characterological flaws.

(Participant

6)

A third response was, "Definitely, and no one wants
to work with them" (Participant 3). A fourth participant

responded with. "I think borderline is the most

challenging, but I think Axis II as a group is very
challenging . Because it is all characterological, it is

behavior modification" (Participant 8). Most of the
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clinicians elaborated on their feelings regarding working
with BPD with similar comments to this one; "They are
exhausting and frustrating and they are tricky and
labile. Yes they are the most challenging. But I feel for

them I would never want to be in a borderlines shoes"
(Participant 5).

After recording these responses under the category
of 'Clinician's Perspective', the researcher was able to
see the manifestation of a negative attitude reflected in
the overall view of clinicians in regard to persons

presenting with BPD.

Diagnosis
In addressing the category of diagnosis, all of the
clinicians interviewed reported utilizing the same method

of determining the diagnosis of borderline personality
disorder. This method was based on the initial or
clinical assessment interview and use of the guidelines

established in the DSM IV-TR. This researcher chose to
have a category labeled "diagnosis" because of the
stigmatization that occurs if/when individuals receive

this Axis II diagnosis. As interviewees answered this
question, they also qualified their feelings about
diagnosing a person as borderline. These elaborations
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have been left in for the purpose of corroborating the

proposition that mental health professionals do have an

attitude toward BPD.
So Question #6 asks: How do you determine a

diagnosis of Borderline Personality disorder? One
participant offered the following response;

It is always the assessment, the clinical

interview and then you go to the DSM. You look
at the clusters because they all present with

different criteria; and they are different
intensities. And I don't ever give anyone a

diagnosis of personality disorder or any Axis
II for that matter on the first interview. It

just is not fair; particularly youth. I mean
'

every teenager is [a little] borderline.

(Participant 8)

Another respondent talked about not diagnosing the
borderline patient with these comments.
Right now I do not have any clients with that
specific diagnosis, because I cannot stand to

use that diagnosis unless I absolutely have to.

But I have at least three teenagers with what I
tend to call emotional dysregulation disorders;
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and that is the way I present it to them, I
don't say, Oh you are a borderline. I will say

something like, it sounds like you have some
difficulty regulating your emotions, things

just get really overwhelming when you feel

these strong emotions and you have trouble
knowing what to do with them.

(Participant 2)

A third clinician replied,
Well for insurance purposes you have to use the

DSM; but I seldom diagnosis borderline from the

DSM-IV criteria because that's a label that has
strong implications for therapists and for the

community. Millon, I have used that in the
past, but I think it has a tendency to over
diagnose; it makes too many people borderline

or that borderline syndrome. I love Masterson's
criteria I think he is the best, but I do not

use it.

(Participant 4)

The comments listed above support the focus
presented by the research question regarding attitude and

mental health professionals. However, the comments also

make the point that these professionals are aware of the
stigmatization of persons diagnosed as borderline.
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Moreover, these comments reveal that even though as
professionals in the mental health field, they may have
developed an attitude about working with BPD, they also

have compassion for any individual that may be suffering

from the effects of BPD.

Interventions
The category of interventions was challenging. It
was two-fold in that intervention comes from the

theoretical approach that one uses as a therapist, but it

is the application of that theory. How you put into
action the methods necessary to deal with the

dysfunction. An important issue that surfaced when
discussing interventions was the idea that sometimes as a

therapist all of their time was spent staving off the
crisis and thereby never getting to that point where they

could start working on teaching the coping skills that
empowers the client to learn to handle life issues by his

or her self.
So first it was important to ascertain the
theoretical approach that drove their intervention.
Therefore question # 11 asks: What theoretical
orientation do you employ in your practice. One
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participant replied, Answering this question, one
participant replied,

In general I am very systemic, but I will bring
in other approaches depending on the age and
cognitive level of the client. I use a lot of

behavioral techniques, cognitive behavioral and
I am really, strongly focused in
psychoeducation.

(Participant 1)

Another response offered by an interviewee was.
In general, solution focused therapy, and I use

it for both Axis I and Axis II, but you just
have to adjust it. With the borderline, you
have to focus on what works, what solution

works. With the borderline sometimes you have
to come up with something new. I am willing to
use other techniques like behavior

modification. Just whatever works, which, by
the way, behavior modification is a solution.

(Participant 6)
Another reaction was,
I do not have one that I use on every client.

When I went to graduate school training they
did not have a specific modality. They used a
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smattering of everything. But I would say I use
more humanistic, ego supportive, strength

based. I think it also depends on the client's

needs too.

(Participant 7)

These responses establish the appearance of

"whatever works" as the most used intervention strategy.
However, most therapists noted the need for some

psychoeducation and cognitive behavioral therapy as a
means of developing a viable intervention plan for BPD.

Counter Transference
"Counter Transference" represents the last of the

five main categories. All participants reported that this
was part of the reason that BPD clients are so difficult

to work with. This answer arose from a question that did
not directly ask about counter transference with

borderline patients. Rather it came out in every

interview in response to the question of how working with
BPD clients affected them as a therapist. The

participants all suggested that this feature was one of
the features that contributed to clinicians forming

negative attitudes when it came to treating BPD. Also
their response to this question confirmed the
interviewees stand and response to the question regarding
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the importance of receiving specialized training. Without

that training you j ust do not know what to do with those

feelings. Question # 15: As a therapist how do feel that
working with BPD clients affects you? One participant

responded with,
The challenging part with BPD is what it brings
out in the therapist. For me anyway, it is an

extreme sense of annoyance; it is my wanting to

set a boundary by chewing them out. It brings
out wanting to be a parent in me sometimes.
(Participant 3)

Another common response was,

Tiring; you have to be so aware of projection
and to know not to take what you are feeling as
personal. You have to be able to separate how

they are feeling and how that makes you as
their therapist feel.

(Participant 5)

This reply expresses many of the underlying
sentiment that was felt by this researcher during the
whole experience of data gathering. They are brutal, and

it is not just us it is everyone they interact with

professionally and in their private lives. They just
bring up issues in people and if you are not aware that
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it is counter transference then you do not know what to

do about those feelings that are surfacing. They can be
so hostile or sad. And I am not sure they can manage the
part of them that brings out the counter transference. I

mean some of them can, the more manipulative borderlines,
but some of them do not purposely try to project their

feelings on to you.
Processing the open coding used in this research

project led the researcher to examine the overall
dimension of attitude. Asking the general research

question, "What is going on here?" contributed to
determining the axial coding and the way it is linked to

these main categories.
Axial Coding
The first issue that surfaced during data collection
was the issue of training. With the exception of one

clinician, all other participants that were interviewed

mentioned that their formal training was inadequate in
preparing them to work with borderline patients. That

exception was the therapist whose formal training
occurred during the seventies when psychoanalytic therapy
was at a peak. Inadequate training leaves a clinician

vulnerable when it comes to working with a patient often
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described as difficult. This vulnerability undermines

their effort to develop a plan that helps the client
address the issues of their mental illness. Feeding off

this inadequacy, the client often feels exposed and falls
back on their less desirable character traits such as
splitting, not respecting therapeutic boundaries, risky
and self-harming behaviors and other difficult patterns

of behaviors. This in turn confirms the idea that
borderline patients are very difficult to work with.

It is evident that this chain of events, stemming
from a lack of inadequate training, leads to the

clinician's perspective that borderlines are difficult
patients. They are demanding, manipulative and
exhausting. These are some of the most used adjectives

describing borderline patients that can be found in the
literature as well as what surfaced during the interviews

with the study participants. Such a perspective, sustains
the stigmatization that accompanies a diagnosis of BPD.
Stigmatization often becomes a self-fulfilling prophecy
for the patient.

The interviews demonstrated the link between the

perspective of the clinician and his or her willingness

to diagnose a patient as borderline. Diagnosis can be
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like a double-edged sword. On the one hand it answers the
question of "what is wrong with me?" that a person might
have when faced with the fallout of living with such a
debilitating mental illness. On the other hand, when it
becomes difficult to work through the issues presented by

this mental illness, it becomes an excuse for many
patients. They may fall back on the diagnosis with a

feeling of 'oh well, that is just the way I am' when it
becomes too intense or is too much effort to make the

necessary changes. This is because overcoming BPD

requires behavior modification of traits that the person
has developed over the last 20 or more years of their
life. Clinicians recognize that it takes awareness and

constant effort to make these changes.
Diagnoses leads to intervention. Intervention with a

person that is borderline requires vigilance. One of the

comments that always surfaces when talking about BPD is

that these individuals do not respect therapeutic
boundaries. Setting very firm boundaries is the first

step of intervention, and training the client to respect
and abide by that boundary is crucial to successfully
treating this patient. One of the reasons that boundaries
become an issue with the borderline patient is that their
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lives are often characterized by a perceived crisis. Each

crisis represents not a part of their life but the whole
of their life and the individual is sure they will not
survive the crisis. As a result of this distorted
thinking, they feel a need to have instant communication

with their therapist who has established a boundary when
it comes to phone calls or texting or other means of

communication. Often if a patient is made to wait until
their next therapy session to talk about their most

recent crisis they will have solved it by themselves.

This is the beginning of self-reliance and the road to
recovery.
The final category discussed in this research

project is that of counter transference. It is necessary
for the borderline patient to understand the idea of

distorted thinking so that the intervention plan has an
opportunity to work. A leading factor of counter

transference is the projection of the patient's feelings
onto the therapist. Clinician's whose training and/or

skill level is low will find that they have tendency to
take these projections personal. This of course leads to

counter transference. One of the best ways to beat the
effects of counter transference is through self-care.
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Self-care can be attained through many avenues; the most
reliable form of self-care can be consultation with other

colleagues. During the interviews consultation and

supervision were purported as the two most effective ways
that the participants dealt with counter transference

issues.
The figure below represents the connection between

and the open codes of Training, Clinician's Perspective,

Diagnosis, Intervention, and Counter Transference.
Although discussion of the open coding was sequential, as

Morris (2006) notes the reality is that as they develop

within the context of data analysis, movement between
these various codes occurs laterally. We can also see
from the figure that a common link exists between the

dimension of difficult patient and each of the themes
illustrated as open coding. The construct of difficult

patient is seen as the overall dimension or the axial
coding. Each of the emerging themes contributes to the

development of this dimension known as difficult patient.

At the top of this pyramid we find the social phenomenon
noted as the reason for the research. In this case it is
the existence of an attitude toward borderline

personality among mental health professionals.
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Figure 2. Connection between Open Codes and Axial Codes

Summary

Data presented in this chapter came from interviews
with eight therapists. All interviews were taped and

transcribed by the researcher. Participation was
voluntary and based on the subjects answering 19

open-ended questions regarding their attitudes toward
working with Borderline Personality Disorder. Following
the interviews the data was analyzed utilizing an open

coding format wherein the data was classified into five
different categories; training, clinician's perspective,
diagnosis, intervention, and counter transference. Each

category contributed to the overall dimension of the

borderline patient as difficult. This facilitated the
development of an attitude among mental health
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professionals toward borderline personality disorder. It
was this social phenomenon that was investigated.
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CHAPTER FIVE
DISCUSSION

Introduction
This chapter discusses the results of this research
study as well as the implications for theory.

Additionally, the limitations of the study will be

addressed along with suggestions for further research.
The chapter will conclude with objectives indicated for

social work practice and a summary of the discussion.
Discussion
The purpose of this study was to explore the

attitudes of mental health professionals toward
borderline personality. It was hypothesized that mental

health professionals harbor negative attitudes about

persons with this diagnosis. The findings were based on
data collected from face to face in-depth interviews with

eight therapists. Data was analyzed utilizing an open
coding format that identified five key areas that

contribute to the development of an attitude when working
with borderline patients. All participants shared a

common perspective that patients diagnosed as having
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borderline personality disorder were among the most

challenging group of clients to work with.
Implications for Advanced Training

Interview questions began with a discussion of the

amount of training clinicians received during their
formal educational experience. Responses from all but one
participant indicated that little or no training was

received during this period for treating personality

orders in general and borderline personality
specifically. Each participant recognized the importance

of receiving advanced training for treating persons
diagnosed as BPD, and many had attended post-graduate

seminars and training to gain their expertise. One
participant made the comment that "because these patients
are so high maintenance, without advanced training you do
not know where to go or what to do with their demands."

Study participants emphasized the importance of the need

to have specialized training in order to work with
borderline clients. By their own admission interviewees

stated that the presence or absence of specialized
training notably impacted their professional attitude
toward working with the borderline client.
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Implications Regarding Clinician's Perspectives
The second key factor that surfaced from the

interviews was coded as "Clinician's Perspective". This

is connected to lack of training because the untrained

therapist becomes overwhelmed when working with

borderline individuals. Some of the reasons the
interviewees gave supporting this statement, were that
borderline patients were exhausting, demanding, and

extremely manipulative. Acknowledging and recognizing

these characterological traits helped therapists when
working with BPD clients because of the awareness gained
that these are the symptoms that manifest with these

individuals. However, it also confirmed the idea that
mental health professionals do harbor negative attitudes
towards patients with borderline personality disorder. In

fact, of the four participants that work in a private
practice setting, two of them said they would not even

accept as a patient a person that presented with
borderline symptomology. Of the other two professionals,

both indicated that they would definitely limit the

number of BPD patients they would work with at any given
time. Additionally, one indicated that the client must be
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willing to sign a one year contract saying they will

complete one year of therapy with said professional.

Implications of Diagnosis

As a third key category which surfaced as a result
of open coding, "Diagnosis" was also connected to both
'training' and 'clinician's perspective' as a function of

these categories. All clinician's utilized the clinical

assessment and the DSM IV-TR as the diagnostic

instruments. Study participants all agreed that it often
took two to four therapy sessions of working with the
borderline person to be certain they met all the criteria

outlined in the DSM IV-TR. One therapist responded that
they would realize the client had borderline tendencies
when on the second or third session they experienced
dread about the session itself; the comment was, I just

did not want to go into the room. The participants shared

common ground when it came to giving a diagnosis of BPD.
Especially with youth or young adults the clinicians were

hesitant to "label" them borderline. One participant
stated that it carries such a negative connotation

throughout the person's life and within their community.

However, these comments make it abundantly evident that
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an attitude exists deterring mental health professionals
from wanting to work with BPD.

Implications of Intervention
The fourth key category this researcher identified

involved intervention and treatment planning. One of the

first factors that surfaced in the interviews regarding
intervention was the need to set very firm boundaries as
the first line of the intervention. All participants

indicated that without boundaries the clients would "walk
all over the therapist". After setting the boundaries,

being absolute in sticking to them was the only way the
professionals,indicated they would continue to see the
borderline client. Most indicated they would give the

patient one time to break this rule with a very firm
warning that if they continued to disrespect the
boundaries they would need to find another therapist.

This confirms the difficulty of working with this
particular population and how easy it becomes to develop

an attitude toward BPD.
The next most effective intervention discussed was

teaching the clients skills for coping more appropriately

with their emotional dysregulation. Additionally, the
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professionals indicated that treatment for clients with

borderline personality disorder takes years. The theory

of Brief Therapy does not work with these patients

because they have so much to re-learn in terms of
emotional response, social interaction, self soothing,

and finding solutions.

Discussing what they determined was the best overall
theoretical approach to treating BPD led to a concurrence

among all interviewees that Dialectical Behavioral
Therapy (DBT), which was specifically developed for
working with Borderline Personality Disorder demonstrated
the most promising outcome results. This was corroborated

by the findings in the literature review.
Implications of Counter Transference
The final category assessed in the data analysis

phase of this research project was that of counter
transference. All participants agreed this was common

when working with the borderline client. The link between
counter transference and lack of training was very
common, with all participants acknowledging that

recognizing counter transference and dealing with it

involved experience and training. One participant said
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that they have learned more about their own strengths and

weaknesses because of the counter transference that

occurs when working with BPD. Generally speaking, all
participants responded that the two most effective ways
to deal with counter transference issues were

consultation with colleagues and supervision. Both of

these methods are recognized as self-care, which was

touted as extremely important for any professional
working with the borderline client.
The data collected in this study was in agreement

with the information set forth in the literature review.
The existence of negative attitudes among mental health
professionals toward borderline personality is real. What
was not found in the literature but came out in the

interviews was the implication that it did not impact the

effectiveness of treatment. All participants recognized
the pathology as a mental illness that caused their

clients emotional pain and suffering. Additionally the
participants showed an immense propensity for empathy for

these clients because of their mental illness. Those
professionals that felt inadequate in their own ability

as a therapist to work with these clients confidently
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stated they would refer them to someone they felt could

better serve the needs of that client.
Based on the data collected in the interviews, it is
clear that for negative attitudes among mental health

professionals to be reduced, specialized training in

working with this particular population had to be

increased.
Limitations

Sample size was the most obvious limitation for this

research study. Although the interviewees represented
differences in gender, education, degree, years in
practice and practice setting, it was simply too small to

generalize across the breadth of the profession of
clinical treatment.

A second limitation to be considered was the format
for data collection. Although one-on-one interviews

provided deep insight into the problems and issues in

treating this population, a survey method would have

yielded a greater sample size and more controlled

responses, as it was some of the participants talked at
length about their opinions while others were very

concise and just answered the question.
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Recommendations for Social Work
Practice, Policy and Research
This study brought to light the need for specialized

training to be more readily available to practitioners.
All participants responded that their formal education
had not. prepared them in any way to adequately work with

clients with borderline personality disorder. Currently,
the Board of Behavioral Sciences requires a certain

number of hours of specialized training to meet licensing
requirements for several at risk populations. The
implications of this study and the literature review
indicate that the negative attitudes of mental health
professionals are allayed by training. Further research

is needed to ascertain if reducing negative attitudes
equates to better treatment outcomes for borderline
patients.
Conclusions

Although the findings of this study were not

inconsistent with the literature, the implication that a

poor attitude necessarily meant that the system of care
was deficient was not proven. More research aimed at

addressing whether or not the attitudes among the
professionals treating borderline individuals affect the
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system of care provided could bear significantly on the

issue of training.
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APPENDIX A

DATA COLLECTION INSTRUMENT
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Interview Guide
1)

Have you had any advanced training on treating Borderline Personality
Disorder?

2)

Do you feel that your training prepared you to work with and treat clients
with Borderline Personality Disorder?

3)

Do you feel that clients with Borderline Personality Disorder require
advanced training or specialization?

4)

Do you limit the number of Borderline Personality Disorder clients that
you will treat at any given time in your practice?

5)

What percentage of the clients you treat present with Borderline
Personality Disorder?

6)

How do you determine a diagnosis of Borderline Personality Disorder?
a.
DSMIVTR .
b.
Millon Personality Inventory
c.
Masterson or Kohot’s criteria
d.
Clinical interview
e.
Other

7)

Would this method vary from client to client depending on his/her
presentation or perhaps his/her age?

8)

Do you seek the input of colleagues in making a diagnosis of Borderline
Personality Disorder

9)

What are the five most distinguishing behaviors you feel characterize
clients with Borderline Personality Disorder?

10)

Of these behaviors which has the greatest effect on how you feel about
treating clients with Borderline Personality Disorder?

11)

What theoretical orientation do you employ in your practice?

12)

Does this apply to clients presenting with Axis I symptoms or only those
presenting with Borderline Personality Disorder?

13)

What kinds of intervention strategies do you employ?

14)

Do you feel that Borderline Personality Disorder clients are more
challenging to work with as compared to patients that have other Axis II
or Axis I diagnosis?
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15) As a therapist how do you feel that working with Borderline Personality
Disorder clients affects you?

16)

Generally, how long do feel that a client diagnosed with Borderline
Personality Disorder requires treatment?

17)

Has there ever been a time when you chose to discontinue treatment of
a client with Borderline Personality Disorder, and if so why?

18)

Do you think clients with Borderline Personality Disorder have less
respect for people in general? What about Therapists in general?

19) As a practitioner, do you feel that there are any rewards treating clients
with Borderline Personality Disorder?
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APPENDIX B
INFORMED CONSENT
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Informed Consent
The study in which you are being asked to participate is designed to
explore Attitudes Toward Borderline Personality Among Mental Health
Professionals. This study is being conducted by Rosanne Bean-Gonzalez
under the supervision of Dr. Teresa Morris Professor of Social Work. This
study has been approved by the Department of Social Work Subcommittee of
the Institutional Review Board, California State University, San Bernardino.

In this study you will be asked to respond to several questions
regarding attitudes toward borderline personality among mental health
professionals. The following interview should take about 30 to 45 minutes to
complete. All of your responses will be held in the strictest of confidence by
the researcher. Your name will not be reported with your responses. All the
data will be reported in group form only. You may receive the group results of
this study upon completion after September, 2009, at the Pfau Library,
California State University, San Bernardino.
Your participation in this study is totally voluntary. You are free not to
answer any questions and withdraw at any time during this study without
penalty. When you have completed the interview, you will receive a debriefing
statement describing the study in more detail. In order to ensure validity of the
study, we ask that you not discuss this study with other participants.

There will not be any risks associated with this research, either long
term or short term to the participants of this study. However, there will be
benefits in terms of self-awareness and increased knowledge.
If you have any questions or concerns about this study, please feel free
to contact me Dr. Teresa Morris, Ph.D. at Phone: (909)537-5501.

By placing a check mark in the box below, I acknowledge that I have
been informed of, and that I understand, the nature and purpose of this study,
and I freely consent to participate. I also acknowledge that I am at least 18
years of age.
|

| I have read, understood, and agreed to participate in this study.
Today’s Date:__________________________

|

| I give permission to tape record my interview.
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APPENDIX C
DEBRIEFING STATEMENT
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ATTITUDES TOWARD BORDERLINE PERSONALITY AMONG
MENTAL HEALTH PROFESSIONALS

Debriefing Statement
The study you have just completed was designed to investigate

Attitudes Toward Borderline Personality Among Mental Health Professionals.
The interview questions are designed to explore deeply attitudes and beliefs
about the subject; these meanings are anticipated and expected. The

researcher is particularly interested in studying Attitudes Toward Borderline
Personality Among Mental Health Professionals.

Thank you for your participation and for not discussing the contents of

the survey with other participants. If you have any questions about the study,
please feel free to contact Dr. Teresa Morris, Ph.D. at Phone:(909)537-5501
or by E-mail: tmorris@csusb.edu . If you would like to obtain a copy of the

group results of this study, please contact Dr, Teresa Morris, Ph.D. at

Phone:(909)537-5501 or by E-mail: tmorris@csusb.edu at the end of spring

quarter of 2009.

Again, thank you for your participation.
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APPENDIX D

DEMOGRAPHICS
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Research Project: Master of Social Work
California State University San Bernardino

DEMORGRAPHIC INFORMATION
22 January 2009

To the Participant;
The following questions are formulated to gather demographic information
only. All information disclosed is confidential and will not be linked in any way
to you or the interview material discussed today. The demographic information
will provide and unambiguous depiction of the attitudes of Mental Health
Professionals who work with Borderline Personality Disorder, creating more
generalizability across the population.

Please fill in the following information:
Gender:

Male □

Level of Education/Degree

Female O

LMFT: □
LCSW: □
Psychologist: □ Psy.D: □
MFT: □
MSW: □

Psychiatrist: □
Ph.D.: □
OTHER: □

Years in Professional Practice:__________________ .

Practice Setting:__________________________________ .

Do you keep your Mal-practice Insurance current? Yes □ No □
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